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addition to the time factor is more than one epidural 
catheter. 
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R E P L Y  
Drs. Rozenberg, lsserlish and Birkhan have missed the point of  
o u r  c a s e  report .  I t  w a s  no t  i n t e n d e d  to c o n v e y  the  m e s s a g e  that  

bilateral interpleural block (BIPB) combined with light general 
anaesthesia was our technique of choice for all patients undergo- 
ing midline upper abdominal surgery. Rather, it showed that 
BIPB combined with light general anaesthesia in our patient, 
provided good intraoperative and postoperative analgesia with 
minimal physiological disturbance. 

No one doubts that continuous epidural analgesia with light 
general anaesthesia is an effective and well-established tech- 
nique which will provide excellent analgesia and muscle relaxa- 
tion. Both techniques have different physiological profiles, a 
factor which can be exploited to the patient's best interests. In 
situations in which a decrease in afterload is undesirable such 
as aortic stenosis or hypovolaemia, BIPB may represent a safer 
alternative than epidural analgesia. Furthermore, in the 
presence of  generalised sepsis or coagulopathy, the potential 
complications of  epidural abscess or haematoma, resulting from 
axial anaesthesia, do not apply if BIPB is employed. Also, other 
undesirable effects associated with the use of  epidural narcotics 
and local anaesthetics are avoided. These include pruritus, 
urinary retention, nausea and vomiting, drowsiness, respiratory 
depression, total spinal, and permanent neurological damage. 

There is no evidence to substantiate the statement that the 
combined epidural-general technique is "probably safer" or 
associated with fewer complications than BIPB. I f  they are 
referring to the problem of air in the pleural space, we feel that 
the incidence of clinically important pneumothorax can be 
reduced, if  not altogether eliminated, by paying attention to a 
few points; employing a technique which utilizes saline to locate 
the interpleural space, l'2 avoiding nitrous oxide and inserting the 
catheter during spontaneous respiration. We are unsure what 
Drs. Rosenberg et al. mean by BIPB being "too much "for one 
patient. The block is technically easy to perform and interpleural 
catheters can be placed rapidly with minimal discomfort to the 

405 

patient. However, one needs to pay particular attention to the 
dosage of  local anaesthetic with the bilateral technique to avoid 
toxic effects. 

We feel it is important to maintain a broad view and an 
expanded armamentarium with judicious application of an 
appropriate technique in a given situation. 

Ed Lee MB BCh BAO FFARCSI* 

Bruce Ben-David MOt 
*Vanderbilt University Hospital, Nashville, TN 37232. 
tHaifa Herzylia Medical Center, Haifa, Israel. 

REFERENCES 

1 Ben-DavidB, Lee E. The falling column: a new technique 
for interpleurai catheter placement. Anesth Analg 1990; 
71: 212. 

2 Scott PV. Interpleural regional analgesia: detection of the 
interpleural space by saline infusion. British Anaesth 
1991; 66: 131-3. 

Massive tongue swelling 
To the Editor: 
We would like to comment on the report by Grigsby et 
al. l describing a case of tongue swelling after uncompli- 
cated general anaesthesia. The swelling was attributed 
to sensitivity to the glutaraldehyde used to clean their 
laryngoscope. 

Swelling of the tongue alone need not implicate a "local 
reaction to an applied substance." As noted by the authors, 
a wheal-and-flare response to injected glutaraldehyde 
is not conclusive evidence of hypersensitivity as this 
chemical has direct irritant properties. Tongue swelling 
that "progressed to fill the entire oral cavity and force his 
mouth open" is the dramatic and classical picture of acute 
angioedema, as illustrated in the report of Self et al. 2 This 
entity is defined as well-demarcated cutaneous or mucosal 
swelling caused by oedema of the dermis and subcu- 
taneous tissues. 3 

The patient described by the authors had a history of 
anaphylactic reaction to penicillin, and was taking capto- 
pril and cefotaxime. A 0.1% incidence of angioedema in 
patients using ACE inhibitors has been reported. 4'5 The 
head and neck are primarily affected and fatalities have 
occurred due to airway obstruction. Swelling of the tongue 
and floor of the mouth without laryngeal involvement, as 
in this case, has been reported. 4'5 Cefotaxime is chemically 
related to penicillin, one of the more common causes of 
angioedema, 6 and is also a plausible aetiology in this case. 

G. Kantor MB ChB 
Joseph Fisher MD ~c r~  
Mount Sinai Hospital 
Toronto 



406 CANADIAN JOURNAL OF ANAESTHESIA 

REFERENCES 
I Grigsby E J, Lennon RL, Didier EP, Liu TL. Massive 

tongue swelling after uncomplicated general anaesthesia. 
Can J Anaesth 1990; 37: 825--6. 

2 Self F, Bates GJE, Drake-Lee A. Severe angioneurotic 
oedema causing acute airway obstruction. J R Soc Med 
1988; 81: 544-5. 

3 Wilson JD, BraunwaldE, et al. (Eds.). Harrison's Prin- 
ciples of Internal Medicine. 12th ed. New York: McGraw- 
Hill, 1990: 1425--6. 

4 Werber JL, Pincus RL. Oropharyngeal angioedema asso- 
ciated with the use of angiotensin-converting enzyme 
inhibitors. Otolaryngol Head Neck Surg 1989; 101: 96-8. 

5 Smith ME, Morgan MT. Angioedema of the head and 
neck and angiotensin-converting enzyme inhibitors. Oto- 
laryngol Head Neck Surg 1989; 101: 93-5. 

6 Haddad A, Frenkiel S, Small P. Angioedema of the head 
and neck. J Otolaryngol 1985; 14: 14--6. 

Coughing afier fentanyl 
To the Editor: 
We would like to comment on the conclusion by Phua et 
al.l that patients with raised intracranial pressure (ICP), 
open globe or history of reactive airways should have 
opioid premedication before iv fentanyl at induction of 
anaesthesia. The study excluded all patients with a history 
of reactive airways so this part of the conclusion appears 
to be speculative. 

We agree with the recommendation that fentanyl should 
be used with caution in some patients with raised ICP. We 
have observed coughing in a young patient with an acute 
extradural haematoma and Glasgow Coma Scale of 8/15. 
At induction of anaesthesia, fentanyl 200 I~g provoked 
coughing for about five seconds before being suppressed 
by the thiopentone which had been given immediately 
after the fentanyl. There were no sequelae but the cough- 
ing was unexpected and disconcerting. However, we 
would not recommend that patients with raised ICP should 
have opioid premedication which is avoided in neuro- 
surgical anaesthesia because of the risks from possible 
hypercapnia. An alternative technique would be to give the 
induction agent before the fentanyl. 

We have also noted a high incidence of coughing with 
methadone. 2 In a current study, 10 of 15 unpremedicated 
women had coughing after a bolus of methadone 0.25 
rag. kg -I at induction of anaesthesia. The high lipid 
solubility of both methadone and fentanyl may be impor- 
tant factors in the mechanism for coughing. 

Tony Gin MB ChB BSc FCAnaes, FFARACS 

PT Chui Ma as F~ARACS 
Department of Anaesthesia and Intensive Care 
Prince of Wales Hospital 
Chinese University of Hong Kong 
Hong Kong 

REFERENCE 
1 Phua WT, Teh BT, Jong W, Lee TL, Tweed WA. Tussive 

effect of a fentanyl bolus. Can J Anaesth 1991; 38: 330-4. 
2 Chui PT, Gin T. A double-blind randomized trial compar- 

ing postoperative analgesia after perioperative loading 
doses of methadone or morphine. Anaesth Intensive Care 
1992: 20; 46-51. 

Pneumatoc@le c r bral aprks 
anesthgsie pgridurale en milieu 
obstgtricale 

la rtdacteur : 
Peu dtcrit dans la litttrature, le pneumatoc~le ctrtbral 
1i6 ~ une anesthtsie ptridurale est une pathologie de 
frtquence sous-estimte en obstttrique. De ce fait, le cas 
rtcemment rapport6 par Ash, I incite ~ faire 6tat d'une 
observation semblable. 

Une primigeste est hospitaliste h terme pour saignement 
vaginal et diminution des mouvements foetaux. Apr~s 
examen clinique et 6chographique, une perfusion d'ocyto- 
cine est installte. Une heure plus tard, alors que la dyna- 
mique uttrine est bonne et l ' t tat foetal satisfaisant, une 
ptridurale est pratiqute sur la parturiente en position 
assise. Elle s'effectue au niveau de l'espace La-L 5 ~t l'aide 
d'une aiguille de Tuohy de calibre 18 selon la technique du 
mandrin gazeux. Le reptrage de l'espace ptridural est 
difficile et d~s la perte brutale de rtsistance, la patiente 
signale une violente ctphalte et vomit. Malgr6 l'absence 
d'exttriorisation du liquide cfphalo-rachidien (LCR), une 
br~che dure-mtrienne est suspectte et une autre ponction 
de niveau suptrieur est pratiqufe sans incident. La ctpha- 
16e, jugte supportable par la patiente jusqu'~ l'accouche- 
ment, s'aggrave en post-partum ; s'y associent des vo- 
missements en jet, un brouillard visuel et une obnubilation. 
Le dtcubitus dorsal strict n'induit aucune amflioration et 
l ' t tat gtntral s'alt~re. Apyrexie et examen somatique 
normal conduisent ~ une tomodensitomttfie cr~nienne 
(TDM). La prfsence d'air dans les ventricules latfraux et 
les carrefours ventriculaires est ainsi r tv t l te  (Figure). 
L'tvolution est marqute par l'amendement des signes 


